Background: This paper provides statewide estimates on health care access and utilization patterns and physical and behavioral health by citizenship and documentation status among Latinos in California.
A ccess to publicly funded health services for immigrants, particularly for those who are undocumented, is a politically polarizing issue. Undocumented immigrants are explicitly excluded from the Patient Protection and Affordable Care Act's (ACA) health insurance exchanges, cost-sharing reductions, health insurance mandate, tax credits, and the expansion of Medicaid's traditional provisions. While the ACA has reduced racial/ethnic and income-based health care disparities, it has the potential to exacerbate disparities among undocumented immigrants. [1] [2] [3] Congress and the Trump Administration have discussed a range of policy and enforcement options that have the potential to impact both legally authorized (eg, reducing levels of legal immigration) and undocumented (eg, a pathway to citizenship for "DREAMers" and increased attention on deportation) immigrants. A key motivator is the belief among some constituents that immigrants overutilize resources, such as health care, 4, 5 despite evidence that undocumented immigrants and immigrants without insurance use less health care than others. 1, [6] [7] [8] [9] [10] Similarly, an analysis by the nonpartisan Institute on Taxation and Economic Policy found that undocumented immigrants collectively pay nearly $12 billion per year in state and local taxes, including over $3 billion annually in California alone. 11 They also contribute $2 to $4 billion into the Medicare Trust Fund and $12 billion net into Social Security annually, even though they are unable to claim benefits from these programs. 12, 13 Immigrants, especially those who are undocumented, face a number of unique barriers [14] [15] [16] [17] [18] [19] [20] [21] that contribute to poor access and utilization of health services. 1, [6] [7] [8] [9] [10] 15, 16, 22, 23 The few population-based studies that have examined health care access and utilization by citizenship and documentation status have shown that undocumented immigrants had the worst patterns of access to care before 2010 when the ACA was passed. 1, [6] [7] [8] [9] 15 While the ACA was not implemented nationally until 2014, California began implementing several provisions as early as 2010. To our knowledge, no peer-reviewed studies have examined access to care among the undocumented after the ACA was passed and implemented. Furthermore, there are limited data on the physical and behavioral health status of undocumented immigrants, which can inform population health strategies targeting this group of 11 million people. 24 In this study, we use the 2011-15 California Health Interview Survey (CHIS) to examine patterns of health care access and utilization based on citizenship and documentation status. We also examine physical and behavioral health outcomes over the same period to understand how variation in the underlying health status of immigrant populations may generate differential need for health care services. We focus on Latinos because they are the largest ethnic group of immigrants nationwide and because over 80% of undocumented immigrants in California are Latino. 24 Moreover, studies have found that Latinos have worse patterns of health care access and utilization than other racial and ethnic groups in the United States, 25 and that among Latinos there are disparities, with Mexican and Central American heritage Latinos being the worst on most measures. 26, 27 In California, over 30% of the state's population is of Mexican heritage, and it also has the largest Central American population in the country. 28 
METHODS

Study Population and Data Source
We use data from 51,386 nonelderly adult participants in the 2011-2015 waves of the CHIS. CHIS is a cross-sectional, dual-frame random digit dial survey composed of both a landline and cellphone sample of the noninstitutionalized population in California. The survey is administered in 5 languages including Spanish. Since 2011, CHIS has been an ongoing survey with data collected continuously during a 2-year data collection cycle. More details on CHIS are available elsewhere. 29 
Measures
Immigrant Authorization and Citizenship
CHIS asks participants their race, ethnicity (eg, Latino), and nativity. Foreign-born participants are asked "Are you a citizen of the United States?" Citizens are then asked "When did you become naturalized?" and noncitizens are asked "Are you a permanent resident with a green card?" We classify noncitizens without a green card as undocumented. We created the following mutually exclusive groups among Latinos: USborn (n = 8303), naturalized (n = 3879), green card (n = 3369), undocumented (n = 3053). This approach has been used in prior peer-reviewed studies. 6, 7, 15 It has been estimated that the undercount of undocumented immigrants using this approach is low; it is in the 5% range for undocumented Mexicans in CHIS. 30 We also examined US-born non-Latino whites (n = 32,782).
Dependent Measures
We examined dependent variables across 3 domains: (1) health care access and utilization; (2) physical health status; and (3) behavioral health status and unmet need. We measured health care access using 2 binary measures indicating if the participant has a usual source of care other than the emergency department (ED) and if the participant's insurance was refused by a provider in the past year. We measured health care utilization using binary measures indicating whether the participant had at least 1 ED visit in the past year and whether the participant had seen a medical doctor within the past year, as well as a continuous measure indicating the total number of provider visits over the past year. These measures of access and utilization are also found in the National Health Interview Survey (NHIS) and are consistent with a widely used framework regarding these domains. 31, 32 We assessed physical health via dichotomous measures of self-reported excellent or very good versus good/fair/poor health status and overweight and obesity based on self-reported height and weight. We also measure chronic illness through binary outcomes indicating previous diagnosis of high blood pressure, diabetes, any kind of heart disease, and asthma.
Behavioral health is measured through six binary measures. We use the Kessler Psychological Distress Scale (K6) to indicate if the participant experienced serious psychological distress (a score of 13 or higher) over the past year. We also created 2 binary indicators of perceived need and use of behavioral health services in the past year. For those who reported a need for behavioral health services and who were insured (n = 9140), we created an indicator measuring if the participant's insurance covered mental health treatment. For participants who perceived a need for, but did not get, treatment (n = 3240), we measured whether this was due to concern about cost of the treatment. For participants who reported having entered treatment (n = 3067), we examined whether they had completed their full course of recommended behavioral health treatment.
Independent Measures
We adjusted for demographic and socioeconomic factors which have been shown to affect health care access and utilization, physical health, and mental health. These factors include sex, age, education, employment status, marital status, federal poverty level, location of residence, health insurance coverage and type, and survey year.
Statistical Analysis
We used survey weights and design variables to adjust all analyses for the complex CHIS design and participant nonresponse. We used χ 2 and analysis of variance to assess variation across the citizenship and documentation status groupings and the independent measures, health care access and utilization, physical health, and behavioral health/unmet need. We used multivariable logistic regression analyses to assess the association between citizenship and documentation status and dichotomous health and health care outcomes, after adjustment for the control variable. We used Poisson regression to conduct similar analyses using the indicator of annual provider visits because of its skewed distribution. We report odds ratios (ORs) and 95% confidence intervals (CIs) for all logistic regressions, and estimated coefficients and 95% CI's are reported for Poisson regressions. Table 1 shows sample characteristics stratified by citizenship and documentation status. Undocumented Latinos were younger and had the lowest levels of education relative to other groups. All groups had high rates of employment and were likely to be in the workforce. US-born Latinos were the least likely to be married. Almost 3-quarters of undocumented Latinos had incomes <138% FPL, which is 2.4 times the proportion of US-born Latinos and 5.3 times that of US-born non-Latino whites. The majority (53%) of undocumented immigrants in the sample were uninsured. Approximately one third of Latinos who were undocumented or with green cards had public health insurance. Table 2 shows the unadjusted associations of health care access and utilization and physical and behavioral health/ unmet need by citizenship/documentation status. Undocumented Latinos had the worst health care access and lower levels of utilization relative to other groups, while the opposite was true for US-born Latinos. In the past year, undocumented Latinos were the least likely to have a usual source of care other than the ED (61%), were the least likely to have visited the ED (14%), the least likely to have had a doctor visit (58%), and reported having the fewest mean number of doctor visits (m¼2:1).
RESULTS
Non-Latino whites were the most likely to report excellent/very good health (61%), while 23% of green card holders and 25% of the undocumented reported excellent/ very good health. Latinos with green cards were the most likely (78%) to report being obese or overweight, while US-born non-Latino whites were the least likely (57%). US-born Latinos (19%) and undocumented Latinos (21%) were the least likely to report ever having been diagnosed with high blood pressure. Naturalized Latinos had the highest rates of physician-diagnosed diabetes (13%). US-born Latinos (2.1%) and undocumented Latinos (2.8%) had the lowest rates of physician-diagnosed heart disease, and immigrant Latinos across the categories (7%) had the lowest rates of physician-diagnosed asthma.
There were significant differences across groups in all behavioral health measures. Undocumented Latinos (4.3%) and US-born non-Latino whites (3.5%) were the least likely to report experiencing serious psychological distress over the past year, and undocumented Latinos (11%) were the least likely to report needing help for mental health, emotions, nerves, or use of alcohol or drugs in the past year. Undocumented Latinos were the least likely to have seen a mental health professional in the past year (3.9%) and were the least likely (26%) to have insurance that covered mental health treatment. Undocumented Latinos were the most likely (77%) not to seek help for mental health due to cost of treatment. There were no significant differences in entering and completing recommended mental health treatment. Table 3 shows the multivariable regression analyses testing the adjusted associations between our health care access and utilization measures and citizenship/documentation status, with US-born Latinos serving as the reference category. Undocumented Latinos and Latinos with green cards had significantly lower odds of having a usual source of care other than the ED. Immigrant Latinos also had significantly lower odds of having an ED visit in the past year relative to US-born Latinos, while Latinos with green cards and undocumented Latinos had lower odds of having had a doctor visit in the past year. The Poisson model indicates that all immigrant groups visited the doctor less relative to US-born Latinos, with undocumented immigrants having the largest difference in expected counts (b _ = −0.434; CI, −0.462 to −0.407). Adjusted associations from multivariable models for our physical and behavioral health and unmet need measures are in Table 4 . Undocumented immigrants and green card holders had significantly lower odds of excellent/very good health relative to US-born Latinos. Only undocumented Latinos had significantly lower odds of being obese or overweight relative to US-born Latinos. Each group of immigrant Latinos had significantly lower odds of physician-diagnosed high blood pressure and asthma, with green card holders having the lowest odds of being diagnosed with high blood pressure and undocumented Latinos having the lowest odds of having been diagnosed with asthma.
Undocumented Latinos were the only group with significantly lower odds of experiencing serious psychological distress. Immigrant Latinos across all categories had significantly lower odds of reporting needing help for a behavioral health issue and had significantly lower odds of having seen a mental health professional relative to US-born Latinos. Of those reporting a need for help and who were insured, only undocumented Latinos had significantly lower odds of having an insurance plan that covered behavioral health services. Finally, among those who reported a need for help but who had not seen a mental health professional, undocumented Latinos had higher odds of reporting not seeking this treatment due to cost relative to US-born Latinos.
DISCUSSION
Consistent with earlier studies, 1,6-8 we observed significant disparities in health care based on citizenship and documentation status. These disparities followed a continuum where undocumented Latinos had the worst patterns of access and utilization, and the US-born had the best. Disparities in most utilization measures persisted after adjusting for insurance and sociodemographic characteristics. Compared with findings from Ortega et al's 7 study using 2003 CHIS data, access and utilization appear to have worsened slightly across the groups over the past decade and a half, and disparities by citizenship and documentation status of a similar direction and magnitude remained. Our study fills in a major gap in knowledge regarding the physical and behavioral health needs of Latino groups of varying citizenship and documentation statuses. Green card holders and undocumented immigrants were the least likely to report excellent or very good health. In contrast, undocumented immigrants were the least likely to be overweight or obese and were also less likely to have been diagnosed with high blood pressure and asthma. The continuum across citizenship and documentation status was also present for the odds of having a diabetes diagnosis, with undocumented immigrants having the lowest odds, although these findings were not statistically significant. Prior research suggests that poor self-reported health is not a good predictor of mortality risk among less-acculturated Latinos, 33 which might explain our contradictory findings. Undocumented Latino immigrants are typically less acculturated than their immigrant counterparts, in part because they are more likely to reside in enclaves, and there are structural and political factors that inhibit them from integrating in mainstream society. 34, 35 Of course, another plausible explanation is that the lower odds of health care utilization resulted in lower odds of having a physician-diagnosis, which is a function of having poor access to care. We are not, however, able to test this potential mechanism with the data.
Citizenship and documentation status were also strongly associated with behavioral health and access to and need for mental health services. Importantly, behavioral health and health care also occurred along a continuum, with undocumented immigrants demonstrating the best outcomes and US-born Latinos the worst. Undocumented Latinos had significantly lower odds of psychological distress compared with US-born Latinos. All groups of immigrant Latinos were significantly less likely to report need for help or having seen a mental health professional for an emotional/mental or alcohol/drug problem, and the degree of this need again followed a continuum. While the data do not allow for testing the mechanism that drives this continuum, it is possible that lower demand for mental health services is partly due to stigma against mental illness among Latinos, especially immigrants. 36 It is also possible that stress endured by undocumented immigrants manifests physically instead of behaviorally, which could explain their poorer self-reported physical health ratings. 33, 37 A prior study that used a smaller sample of Latinos from Los Angeles, CA found that, in adjusted analyses, documentation status was not associated with the odds for depression. 38 Even though undocumented Latinos were the least likely to report need for help for mental health problems, there were disparities in access among those who did feel they needed help. Among those who were insured and reported a need for help, undocumented Latinos were the only group that were significantly less likely to report that their insurance would cover any such treatment compared with US-born Latinos. Among participants who reported need but did not receive treatment, undocumented Latinos were significantly Undocumented immigrants' exclusion from the ACA was largely driven by a contentious debate driven by discrimination rather than evidence. An important pillar of the ACA are the subsidized and unsubsidized coverages available in the Marketplace insurance exchanges. To maintain affordable premiums, the Marketplace depends on healthy individuals to offset the cost of care for high-risk populations. Our findings show that undocumented immigrants have better health outcomes and use less care than their counterparts. Thus, they represent a potential means of improving the risk of the insurance pool in plans offered on the Marketplace. 39 This is particularly important given the expected rise in premiums because of the elimination of cost-sharing reduction payments and the individual mandate. 40, 41 Policymakers and researchers should continue to explore the potential positive effects of allowing undocumented immigrants to participate in the ACA's Marketplace exchanges. This would also allow undocumented immigrants access to preventive health care and potentially reduce delays in seeking needed care which could save long-run costs to health plans and improve overall population health. 5 Currently, undocumented immigrants in California may access care through Emergency Medi-Cal (California's Medicaid), which often lasts for one episode of care, for a short time period, or related to a specific diagnosis (eg, breast and cervical cancer) but not for other health care needs. Thirty-three percent of the undocumented who reported being insured had Medi-Cal coverage, likely through Emergency Medi-Cal which does not provide long-term access to insurance coverage that would address primary care and other nonurgent needs related to ongoing health maintenance. California, along with 15 other states, provides Medicaid coverage for pregnant women regardless of citizenship and documentation status through the Unborn Child Children's Health Insurance Program federal match, which may account for some who report Medi-Cal coverage. 42 This study has limitations which should be noted. CHIS has a repeated cross-sectional design and relies on self-reports of citizenship status, access to and use of health care, and physical and behavioral health and unmet need. Our method for measuring undocumented immigrants is based on participants' reports of having a green card or being a naturalized citizen rather than a question directly assessing documentation status, which may have led us to classifying students and workers with temporary visas as undocumented. Any misclassification for documentation status, however, 24 and thus our study has national implications.
CONCLUSIONS
Among Latinos, undocumented immigrants continue to have the worst patterns of health care access and utilization. This study adds to the limited literature on the physical and behavioral health and unmet needs of Latino immigrant groups according to documentation status, and the findings suggest that undocumented Latinos, on average, have better behavioral health and physical health outcomes on most indicators than other Latino groups. Importantly, we find that health and health care among Latinos operates along a documentation status continuum, with better access to care among US-born Latinos but paradoxically better outcomes among the undocumented. Compared with findings from California from over a decade ago, we find that disparities in access and utilization have worsened. Given the current sociopolitical climate, these disparities can reasonably be expected to exacerbate.
